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TO ' Area Directors . ,
Area Contract Health Services Oficers

FROM Di rect or
SUBJECT: Organ Transplant Registry

B_ePi nning Cctober 1, 1992, the Office of Health Prograns (COHP)
will maintain a formal Ogan Transplant Registry for all Tndian

Heal th Service (IHS) eligible patients who are referred for
possi ble transplantation of heart, liver, or bone marrow.

Ogan transplants are the single nost expensive item for which we
expend contract health services (CHS) funds. For a nunber of
reasons, accurate information concerning the re?erral ang paymnent
for major organ transplant procedures has not been readily
avai | able. =~ The Regi st_r%/ w il provide centralized data that wll
allow for inproved monitoring and planning.

Effective January 1, 1993, it wll be required that all patients
referred for a pre-transplant evaluation or for transplant
surgery of the heart, liver, or bone narrow have a Transplant
Registry Form conpleted. Al IHS eligible patients, retroactive
to Cctober 1, 1992, should be registered, regardless of the
source of #oa%/rrent. The instructions and process are detailed on
the back of the form

It will be the responsibility of the clinical director of each
service unit to commnicate with local or Area CHS staff to
ensure this process is functional, and that the information
submtted is accurate. The required data should be routed to the
Area CHS Oficer, who will be the Iead OHP contact.

estions regarding the Transplant Registry should be directed to
ephen W Heath, MD., MP.H, R sk Mmnagenent Director/Mdical
Consul tant, OHP, on (301) 443-3024.

Assistant Surgeon GCeneral
At t achment
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| NSTRUCTI ONS

General: This formis to be used for all IHS patients referred for HEART, LIVER or BO\E MARROW transpl ant
eval uations, transplant procedures, or to provide followup information, whether or not the THS Is
resPonsl ble for payment. Please submt a Separate formfor each patient af the time of pre-transplant
- evaluation, wthin 2 weeks post transplant, at 6 months and one year post transplant, or when paKInent
Information becomes available. Fill In as-much information as possible. The REGHSTRATION NUVBER
Will be assigned by Headquarters. PRINT or TYPE all entries.

|&. Fill in the Patient's service unit and IHS Area.

3. Rl inthe date the formwas completed.

FILl in the name of the Area CHSO or other contact person who is filling out the form
566. Gve the full name and SN (if known) of the patient.

1. Paient’s date of birth

8. Mle (M or Femle (F).

9 Il in the comlete diagnosis from the medical record or referral form

10, If the patient has an alternate resource, circle the appropriate category.

11, Nane the physician or facility that actuallr referred the patient to the transplant center. If the patient was sent
froma private hospital or physician, so state.

12. Circle which transplant the patient is being referred for, if another major organ transplant is being performed,
name the organ. DO NOT use form for “KID\EY transplants.

13, RIL in this Section If the patient is being referred only for a pre-fransplant evaluation Fill in the name of the
facility and the date of the evaluation. indicate whether or not the facility is a Center of Excellence (leave this
blank it formis being used prior to the Center of Excellence contract bei n?,awarded).

Center of Excellence, Tndicate whether or not a contract exists with the facilii,

14, FIl in this Section if the patient is being referred for a transplant. Fll in the name of the facility and the date of
the transfer. Fill in date of transplant, Tf known. Indicate whether or not the facility is a Center of Excellence
(leave this blank if formis heing used prior to the Center of Excellence contract being avarded).

s not a Center of Excellence, indrcate whether or not a contract exists with the facility.

15 If IKSis expected to be the predomnant payor, fill in anticiFated costs, If known. If expected costs are not
known, indicate if IHSwill be paying “billed charges’, “percent of billed charges’, ‘medicare rates’, etc.
Conplete the Actual Costs columwhen information s available. If alternate resources pay, try to obtain the

amount paid Designate the payor (e.g. IHS Medicare, etc)
16. Gve status of patient at time formis filled out. If the formis el ng used only to provide an update on the
ggtcltlegtng s}gtijg and previous detailed information has been submtted, you onl'y need to fill in Sections 1-8 and

Comments or explanatory remarks nay be submtted on a separate piece of paper

For questions, cal|l the Office of Health Programs (301) 4433024, FAX completed forms to (301) 2276213, or mail
to office of Health Programs, Parklawn Building, Room 6A-55, 5600 Fishers Lane, Rockville, "ND" 20857,
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H REG'S NO
| HS TRANSPLANT REGI STRY - - HEART/ LI VER/ BONE MARROW
SERVI CEUNIT ). AREA
i, DATE . CONTACT PERSON
5, PATI ENT NAVE 6. SN
7. DATE CF BIRTH 8. SEX

9. DIAGNGSLS: PRIMARY.
SECONDARY.

10.

11.

12.
13.

14.

15.

CRGAN _PROCURENENT

16.

ALTERNATE RESOURCES: MEDI CARE MEDI CAID PRI VATE OTHER

REFERRING PHYSI G AN FACILITY

TYPE OF TRANSPLANT: HEART LIVER BONE MARROW OTHER

REFERRED FCR EVALUATI ON:
NAME OF FACILITY,

DATE OF EVALUATI ON
CENTER OF EXCELLENCE: YES NO
IF NO GVE REASN

CONTRACT FACILITY: YES NO
REFERRED FOR TRANSPLANT:
NAME OF FACILITY,

TRANSFER  DATE TRANSPLANT  DATE

CENTER OF EXCELLENCE: YES NO
IF N0 GVE REASON

CONTRACT FACILIN: YES NO

OOST INFORVATION, | F  KNO/W:
Anticipated Costs Actual  Costs Payor

EVALUATI ON

TRANSPLANT

FOLLOW UP

TOTAL

PATI ENT STATUS:

AL| VE
-DIED PRE- TRANSPLANT DATE
-DIED POST- TRANSPLANT DATE




